
Maniilaq Health Services 
Patient Comment/Complaint 

We request this information so we may better serve you 

If you need any further help or assistance, please feel free to call: 
 Yonna Pereyra, Patient Advocacy Services Manager at (907) 442-7156 or 

Trudy Kenworthy {907) 442-7157  
Please fax to (907) 442-7166. Thank you! 

Name: Family Member: 

Address: Contact: 

City/State:                       Zip: Contact Phone: 

Phone: Chart #: 

Gender Identity:         Male          Female: Date of Birth:   

Date Submitted: Respond by: 

This is a:                 Compliment         Complaint          Suggestion 

Inpatient Outpatient Emergency Department          Pharmacy         Radiology 
Dental Eye Clinic Long Term Care          Laboratory     Registration 
Travel Village: __________________________      Other:  ______________________ 

Please describe (use additional sheets if necessary): 

_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 

What is your desired outcome? 

_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 
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